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Abstract
Background: To assess the social capital profile of a known disadvantaged area a large cross-
sectional survey was undertaken. The social capital profile of this area was compared to data from
the whole of the state. The overall health status of the disadvantaged area was assessed in relation
to a wide variety of social capital related variables. Univariate and multivariate analysis were
undertaken.
Results: In the univariate analysis many statistically significant differences were found between the
respondents in the disadvantaged area and the state estimates including overall health status,
perceived attributes of the neighbourhood, levels of trust, community involvement and social
activities. In the multivariate analysis very few variables were found to be statistically significantly
associated with poorer health status. The variables that jointly predicted poorer health status in
the disadvantaged area were older age, lower income, low sport participation, non-seeking help
from neighbours and non-attendance at public meetings.
Conclusion: Measuring social capital on a population level is complex and the use of
epidemiologically-based population surveys does not produce overly valuable results. The inter-
relational/dependence dichotomy of social capital is not yet fully understood making meaningful
measurement in the broader population extremely difficult and hence is of questionable value for
policy decision making.
Background
The notion of social capital and its relationship to the
health of communities and individuals has sparked con-
siderable debate within the health and health policy aca-
demic literature in recent years. [1-5] This debate has
centred around how social capital is defined and how it
should be measured. There appears to be general agree-
ment amongst researchers that social capital has the abil-
ity for actors to secure benefits by virtue of membership in
social networks and other social structures. [6] There is
also growing agreement that it is a multi-dimensional
concept, encompassing participation in social networks,
trust, social norms, political participation and reciprocity
and that these concepts are the property of groups, not
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it. [7]
The literature does not provide a consistent theoretical
definition of social capital – What it is, who benefits from
it and how can it be measured? This lack of clarity can be
partly explained by the variety of disciplines that have
examined the concept. For example, the work of
Bourdieu, a French sociologist, defined social capital "as
the aggregate of the potential resources which are linked
to possessions of a durable network of more or less insti-
tutional relationships of mutual acquaintance and recog-
nition". [6] In this definition Bourdieu places emphasis
on the economic nature of social capital and how it can
transfer resources and power within social groups or from
one social group to another. [2,6] Coleman, an educa-
tional sociologist, defined social capital by its function
and its role in the creation of human capital. [6] Robert
Putnam, a political scientist, introduced the concept that
social capital is a feature of communities and not individ-
uals, he describes social capital as "the features of social
organisations, such as network, norms and trust that facil-
itate action and cooperation for mutual benefit". [6] Spe-
cifically he describes social capital as the quantity and
quality of social relationships – informal and formal con-
nections as well as norms of reciprocity and trust that exist
in a place or a community. [8-10] Finally Portes in his
review of social capital argued that social capital has three
main functions: a source of social control; a source of fam-
ily support; and a source of benefits through extrafamilial
networks. [6]
It is somewhat unclear how the concept of social capital
contributes to improving the health of disadvantaged
communities at a population level. Although, aspects of
the above definitions can be said to have an impact on the
social determinants of health, education, social support
and cohesion, work (and unemployment) are seen as the
underlying factors that can create or harm the health of
individuals and populations. Social capital can be
thought to play a role protecting and/or enhancing the
health of disadvantaged communities through strong
social networks and norms. It is now recognised that
social capital can have both positive and negative effects.
For instance one group with strong bonding social capital
(relationships with people like you), may exclude and dis-
criminate against other groups.
There is a plethora of ways to measure social capital and
consensus on measurement indicators is still lacking.
[1,8,11-14] It is recognised that measurement of social
capital based on Coleman's definition as used in this anal-
ysis, (in which social capital is created by individuals who
trust, display reciprocity and involve themselves in their
community), are more easily measured quantitatively.
[15] This is based on the presumption that social capital
can be treated somewhat similar to other risk factors for ill
health and can therefore be reliably measured via popula-
tion surveys. [16]
In South Australia in 2001 the metropolitan suburbs of
Kilburn (below the 10th percentile of disadvantage areas
in South Australia) and Blair Athol (in the 10th percentile
of disadvantage areas in South Australia) [17], were recog-
nised as communities of disadvantage and were selected
to be involved in a community capacity building project
as a new initiative from the Department of Human Serv-
ices (now the Department of Health (DH)). The baseline
data from that project formed the basis for this analysis.
While many studies have assessed various forms of social
capital in disadvantaged communities, the research pre-
sented in this paper was able to compare the known dis-
advantaged area, prior to any intervention in the
disadvantaged area, with the rest of the metropolitan area
and the rest of the state using a series of large-scale popu-
lation surveys of randomly selected adults and a variety of
measures of social capital. The aim of this analysis is to
assess the relationship of these concepts with health sta-
tus. In addition, this analysis aims to add to the under-
standing of social capital, and to contribute to this
complex debate about the role of social capital in creating
healthy communities.
Method
Data from three major population surveys were used.
Firstly, households in the suburbs of Kilburn and Blair
Athol (KBA) in Adelaide, South Australia (SA) that had a
listing in the Electronic White Pages telephone directory
were randomly selected for inclusion in the sampling
frame. All selected households were sent an approach let-
ter and interviews were conducted in the respondents'
homes. Within the household, a person, aged 18 years
and over, who was last to have a birthday was selected to
participate in the survey. There was no replacement for
refusal or non-response. Up to 10 call-backs were made to
each selected household for an interview. The questions
were pilot tested (n = 50) and the interviews were con-
ducted in August and September 2001. The data were
weighted by age, gender, household size and geographical
area to the KBA population using Australian Bureau of
Statistics (ABS) residential population references. [18] In
the KBA face-to-face survey 802 randomly selected adults
were interviewed with a response rate of 72.4%.
To compare residents living in KBA with other popula-
tions, key questions were selected from the KBA Commu-
nity Survey and included two other population state-wide
surveys – the 2001 SA Health Omnibus Survey (HOS) and
the 2002 March Health Monitor (HM) survey. The HOS isPage 2 of 11
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years and over conducted each year (October/November)
in metropolitan Adelaide and country SA since 1990. [19]
The survey sample is a clustered, multi-stage, systematic,
self-weighting area sample and is based on ABS Collector
Districts and motels, hotels, hostels, hospitals and other
institutions are excluded. [20] At each selected household
the adult with the last birthday was selected for interview.
There were no replacements for non-participants. The
data were weighted by age, gender, household size and
geographical area to the 2000 estimated residential popu-
lation. [16] Only responses from those aged 18 years and
over were included in the analyses. The methodology of
HOS has been extensively reviewed. [21-24] The HOS
statewide survey achieved a response rate of 71.3% with
3037 completed interviews conducted.
The HM is a representative health survey, utilising CATI
(computer assisted telephone interviewing) technology,
conducted three times a year (March, July, November), on
people aged 18 years and over in SA. [25] Households
with a telephone connected and listed in the South Aus-
tralian Electronic White Pages were randomly selected to
take part in the survey. An introductory letter was sent to
potential respondents informing them of the survey. At
each selected household the adult with the last birthday
was selected for interview. There was no replacements of
non-participants. The data were weighted by age, gender,
household size and geographical area to the 2000 esti-
mated residential population. [16] This comparable state-
wide telephone survey had 2005 interviews with a
response rate of 67.7%.
The questions included in the survey were based on two
key Australian surveys; the first undertaken in New South
Wales [26] in 1995 and the second in the Western Sub-
urbs of South Australia in the late 1990's. [27,28] These
included demographic characteristics, and dimensions of
social capital which were grouped into five categories:
type of neighbourhood, participation in community and
civic activities, social participation, neighbourhood per-
ceptions and relationships, and levels of trust and reci-
procity.
The overall health question used was the first question of
the MOS Short Form 36 (SF36) [29] that is commonly
referred to as the SF1 or self-reported health. This question
refers to physical and mental health, as assessed by indi-
viduals, according to their own values, and has been
found to be a strong indicator of future health care use
and mortality. [30] There are five response categories that
respondents can rate their overall health status: excellent,
very good, good, fair or poor.
The data was analysed using SPSS version 11.0 and Epi
Info 6.0. The conventional 5% level was used to deter-
mine statistical significance. Univariate analyses used χ2
tests to assess the difference between health status and
demographic and social capital related variables; and to
compare the people living in the KBA area compared to
South Australian and Metropolitan Adelaide residents on
social capital related variables. Adjusted standardized
residuals were obtained using the methods of Haberman
[31] and were used to test deviations from expected values
separately in each cell. Bonferroni corrections were
applied for multiple testing.
To determine the inclusion of independent variables in
logistic regression modelling, a 'p' value of 0.25 was cho-
sen as the critical value for statistical significance at the
univariate level. [32] Backward stepwise logistic regres-
sion was used and the log likelihood was used to deter-
mine which variables were removed from the model.
Variables to be entered into the logistic regression were
also refitted in STATA v5.0, in order to check for multi-col-
linearity.
Results
When comparing the KBA to the state-wide HOS survey,
KBA respondents were statistically significantly more
likely to be male (52.6% for KBA compared to 48.6% for
SA), to be aged 55 years and over (37.5% for KBA com-
pared to 31.4% for SA), to be living alone (31.3% for KBA
compared to 12.2% for SA) or be an adult living with chil-
dren (13.2% for KBA compared to 3.6% for SA), to have
had no formal schooling or to have their highest educa-
tional attainment to be some or all primary schooling
(12.5% for KBA compared to 6.8% for SA), to have gov-
ernment pension or other government payment as their
main source of income (51.3% for KBA compared to
24.7% for SA), and to have an annual household income
of $20,000 or less (49.0% for KBA compared to 23.6% for
SA). There was little difference in length of time respond-
ents had lived in the area with 51.6% of KBA respondents
having lived in the area for 10 or more years (compared to
54.1% for SA as a whole, 52.1% for metropolitan
Adelaide).
Overall 73.7% of KBA respondents reported excellent,
very good or good general health compared to 79.5% of
the state as a whole (χ2 = 12.56, p < 0.001), and 79.2% of
adults living in metropolitan Adelaide (χ2 = 10.00, p =
0.002).
Table 1 shows the comparison between KBA respondents
and the general South Australian and metropolitan
Adelaide population on questions assessing perception of
the neighbourhood with KBA respondents statistically sig-
nificantly less likely to report positive attributes of theirPage 3 of 11
(page number not for citation purposes)
Australia and New Zealand Health Policy 2006, 3:2 http://www.anzhealthpolicy.com/content/3/1/2neighbourhood on all four measures. When variables
assessing levels of trust (Table 1) were compared KBA
respondents were statistically significantly more likely to
have negative beliefs than the comparison groups for both
measures. Table 1 highlights the difference in reciprocity
with KBA respondents less likely to have help from neigh-
bours all or most of the time but more likely to have help
from neighbours a fair bit of the time.
When variables assessing civic and community involve-
ments were analysed (Table 2) compared to the general
South Australian and metropolitan Adelaide population,
KBA respondents were statistically significantly more
likely to be involved in four activities in the last 18
months including attending church or taking part in some
other religious activities, participation in an ethnic group
or their activities, involvement in the local government,
involvement in co-ops (eg housing, food), and making a
donation of any kind (money, clothes or blood dona-
tion), but were significantly less likely to have been on a
management committee or organising committee for any
local group or organisation. KBA respondents were less
likely to had participated in various community actions in
the last 18 months, including attending a public meeting,
Table 1: Social capital dimensions for Kilburn/Blair Athol compared to South Australia and Metropolitan Adelaide
Kilburn/Blair Athol South Australia Metropolitan Adelaide
% % P value % P value
PERCEPTIONS OF NEIGHBOURHOOD
A very friendly place to live?1 <0.001 <0.001
1,2 (positive) 59.4 73.9 * 72.5 *
3 29.8 20.4 * 21.5 *
4,5 (negative) 8.8 5.2 * 5.2 *
Safe place to walk around at night?1 <0.001 <0.001
1,2 (positive) 21.8 52.2 * 49.8 *
3 26.8 23.4 * 25.1
4,5 (negative) 43.1 20.0 * 20.0 *
Does your community have a reputation for being a safe place?2 <0.001 <0.001
Yes 46.2 85.8 84.4
No 37.1 8.6 9.4
Don't know/not sure 16.7 5.6 6.2
Do you feel safe in your home?2 <0.001 <0.001
All of the time/Most of the time 85.5 96.5 96.0
Some of the time/None of the time 14.5 3.4 3.8
LEVEL OF TRUST
Most people in the area can be trusted?1 <0.001 <0.001
1,2 (positive) 43.1 61.1 * 59.5 *
3 32.5 24.8 * 25.2 *
4,5 (negative) 16.2 10.3 * 10.3 *
Do you think that in this neighbourhood people generally trust 
one another?2
<0.001 <0.001
Yes 54.1 80.0 77.6
No 27.1 10.3 11.7
Don't know/not sure 18.8 9.7 10.7
RECIPROCITY
Level of help from neighbours if and when it is needed 1 <0.001 <0.001
Yes – all or most of the time 59.8 68.2 * 66.0 *
Yes – a fair bit of the time, sometimes 23.1 18.8 * 19.1 *
No – none of the time 7.7 4.4 * 4.7 *
No assistance required 9.3 4.3 * 5.1 *
* denotes the category was statistically significantly different compared with KBA using adjusted standardized residuals greater than 2.0 and less 
than -2.0 (χ2 test)
1 – Kilburn Blair Athol survey compared to the HOS 2001, 18+ years only (face-to-face survey)
2 – Kilburn Blair Athol survey compared to HM Survey 2002, 18+ years (CATI survey)Page 4 of 11
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people's rubbish in a public place. However, they were
more likely to have contacted an organisation to deal with
a particular problem eg police or council, talked to their
neighbours about a local problem. There was very little
difference in undertaking volunteer work.
Respondents were asked how often they had participated
in various social activities in the past 18 months (Table 3).
KBA respondents were less likely to have played sport,
gone to the gym or an exercise class, a social club, a café or
restaurant, a club, pub or bar, to watch a sports event, or
to a party or dance. However, they were more likely to
have gone to a self-help or support group.
Table 4 highlights the univariate associations between
people from KBA who report fair or poor health and
demographic characteristics with all associations signifi-
cant at p < 0.25 reported. All of the eight demographic var-
iables examined proved to be significant. Social capital
Table 2: Social capital dimensions for Kilburn/Blair Athol compared to South Australia and Metropolitan Adelaide
Kilburn/Blair Athol South Australia Metropolitan Adelaide
% % P value % P value
CIVIC PARTICIPATION
Been involved in various activities in the past 18 months? 1
A school-related group 16.1 18.0 0.20 18.5 0.14
A service club (eg Lions, CWA) 7.6 6.2 0.13 5.7 0.05
Attended church or taken part in some other religious activities 36.3 26.9 <0.001 27.4 <0.001
Participated with an ethnic group or their activities (eg Croatian, Italian 
club)
17.6 6.1 <0.001 6.8 <0.001
Fundraising activity 26.6 24.7 0.35 23.8 0.12
Local government 5.0 3.0 0.004 2.8 0.004
Co-ops (eg food, housing) 8.3 1.1 <0.001 1.2 <0.001
Professional group (eg business forum) 8.0 9.6 0.30 9.8 0.14
Made a donation of any kind, for example money, clothes or blood 
donation
80.0 71.3 <0.001 72.1 <0.001
Been on a management committee or organising committee for any local 
group or organisation
13.2 16.8 <0.001 14.2 0.47
None of these 9.2 18.1 <0.001 16.9 <0.001
PARTICIPATION IN COMMUNITY ACTION IN THE LAST 
18 MONTHS
Participated in community action? 2
Contacted an organisation to deal with a particular problem (eg police, 
council)
38.5 28.4 <0.001 29.3 <0.001
Attended a public meeting 9.3 11.5 0.08 8.9 <0.001
Talked to your neighbours about a local problem 45.7 38.8 <0.001 36.8 0.61
Joined together with others in the neighbourhood to address a common 
issue
15.2 15.8 0.37 13.9 <0.001
Voted in the local council elections 30.4 51.6 <0.001 47.3 <0.001
Made newspapers, radio and TV interested in (or aware of) a problem or 
an issue
6.4 7.0 0.98 6.4 0.09
Picked up other people's rubbish in a public place 58.9 62.9 0.87 62.5 0.06
None of these 3.6 14.4 <0.001 16.0 <0.001
MEMBERSHIP
Presently doing any volunteer (ie unpaid) work in the 
community 1
0.48 0.94
Yes 16.3 18.0 16.4
No 83.7 82.0 83.6
Have been associated with any other local community activities 
in any way at all in the last 18 months 1
0.23 0.52
Yes 17.8 19.6 16.8
No/Don't know/can't remember 82.2 80.3 83.0
* denotes the category was statistically significantly different compared with KBA using adjusted standardized residuals greater than 2.0 and less 
than -2.0 (χ2 test)
1 – Kilburn Blair Athol survey compared to the HOS 2001, 18+ years only (face-to-face survey)
2 – Kilburn Blair Athol survey compared to the HM 2002, 18+ years (CATI survey)Page 5 of 11
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dichotomised as appropriate and assessed for univariate
association with KBA residents with fair or poor health.
The results are highlighted in Table 5 with all associations
at p < 0.25 listed. If variables from Tables 1 to 3 are not
listed they were not found to be significant in this level of
analysis.
Table 6 highlights the five variables that remained signifi-
cant in the logistic regression modelling process (χ2model =
145.94, df = 7, p < 0.001). The demographic and social
capital variables that best jointly predict fair or poor
health for people living in the KBA area are older age
groups, those whose main source of income is from pen-
sions, who played sport less than once per month, who
rarely seek help from neighbours and who do not attend
public meetings.
Table 3: Social capital dimensions for Kilburn/Blair Athol compared to South Australia and Metropolitan Adelaide
Kilburn/Blair Athol South Australia Metropolitan Adelaide
% % P value % P value
SOCIAL PARTICIPATION IN THE LAST 18 MONTHS2
Played sport <0.001 <0.001
Once a week or more 18.2 28.4 * 28.3 *
A few times a month/monthly 5.7 7.8 * 7.4
A few times a year/rarely 7.7 10.8 * 11.3 *
Never 68.5 53.1 * 53.0 *
Gone to the gym or an exercise class <0.001 <0.001
Once a week or more 9.2 18.0 * 19.8 *
A few times a month/monthly 3.7 4.0 4.5
A few times a year/rarely 7.2 4.6 * 4.6 *
Never 79.9 73.5 * 71.1 *
Gone to a Self-help or support group <0.001 <0.001
Once a week or more to monthly 7.0 3.4 * 3.4 *
A few times a year/rarely 3.7 3.1 2.9
Never 89.3 93.6 * 93.7 *
Gone to a social club 0.005 0.10
Once a week or more to monthly 21.2 26.2 * 24.2
A few times a year/rarely 9.2 10.5 10.6
Never 69.7 63.3 * 65.2
Gone to a café or restaurant <0.001 <0.001
Once a week or more to monthly 51.9 69.0 * 72.4 *
A few times a year/rarely 26.5 22.9 * 21.2 *
Never 21.6 8.1 * 6.3 *
Gone to a club, pub or bar <0.001 <0.001
Once a week or more to monthly 44.5 49.5 * 48.3
A few times a year/rarely 20.3 27.3 * 26.2 *
Never 35.1 23.3 * 25.5 *
Gone to watch a sports event <0.001 <0.001
Once a week or more to monthly 22.5 33.8 * 32.1 *
A few times a year/rarely 20.7 24.9 * 24.8 *
Never 56.8 41.2 * 43.1 *
Gone to a party or dance <0.001 <0.001
Once a week or more to monthly 19.4 28.8 * 30.5 *
A few times a year/rarely 32.9 45.3 * 44.4 *
Never 47.6 25.9 * 25.2 *
* denotes the category was statistically significantly different compared with KBA using adjusted standardized residuals greater than 2.0 and less 
than -2.0 (χ2 test)
2 – Kilburn Blair Athol survey compared to the HM 2002, 18+ years (CATI survey)Page 6 of 11
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This study has highlighted that there are a range of social
capital related variables that depict a disadvantaged com-
munity but when all variables are considered equally in
multivariate analysis very few are related to those who
self-report less than desirable health status, and as such,
no clear policy directions are apparent. Although major
studies conducted around the world over many years have
shown a relationship between health and social capital,
[3,33-38] the conclusion reached from this analysis is that
the relationship is not that straightforward. These results
reinforce Muntaner's [8] and others [1,39-42] views that
the relationship between health and social capital is
ambiguous. As such, these results add further to the
debate between the relationship between self-rated health
status and various measures of social capital as well as
adding to the theoretical and empirical literature.
Weaknesses in the study are acknowledged. It has been
argued that population surveys should not be used to
measure social capital [11,43] until more appropriate
concepts are determined. This research has shown that
either survey data are inadequate to explain what social
capital in a community is about or conversely social capi-
tal is still ill defined to be measured in this way. In addi-
tion, the use of two different methodologies (CATI and
face-to-face) could produce some of the statistically signif-
icant differences although other studies have shown very
Table 4: Univariate associations between people living in Kilburn and Blair Athol who reported their general health as fair or poor 
health, with demographic characteristics
Self- reported general health as Fair or Poor
n % OR p
Sex
Male 80/379 21.0 1.00
Female 131/421 31.1 1.69 0.002
Age Group
18–29 19/180 10.4 1.00
30–49 49/279 17.5 1.81 0.054
50–69 64/166 38.8 5.32 <0.001
70+ 79/175 44.9 6.97 <0.001
Country of Birth
English speaking 176/675 26.1 1.00
Greek/Italian 10/17 57.3 4.04 0.005
Other 25/108 22.4 0.84 0.56
Home ownership
Private/other 121/559 22.0 1.00
Public 89/241 37.0 2.12 <0.001
Children < 18 in household
Yes 45/238 18.9 1.00
No 166/562 29.5 1.80 0.002
Source income
Wages 32/336 9.6 1.00
Pension/Superannuation 178/464 38.4 5.89 <0.001
Education
Post Secondary 46/261 17.5 1.00
Secondary only 165/539 30.6 2.07 <0.001
Household income
More than $40,001 14/166 8.4 1.00
$20,001–$40,000 29/164 17.6 2.32 0.02
Less than $20,000 149/391 38.0 6.68 <0.001
Don't know/Refused to say 19/78 24.1 3.50 0.001
Note: The weighting of the data can result in rounding discrepancies or totals not adding
OR = odds ratioPage 7 of 11
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with variables associated with social capital
Self- reported general health as Fair or Poor
n % OR p
Length of time lived in neighbourhood
Less than 10 years 72/387 18.7 1.00
More than 10 years 138/413 33.4 2.20 <0.001
Neighbourhood safe to walk around at night
Yes 32/174 18.7 1.00
No 178/448 28.4 1.75 0.01
Participate in school related group
Yes 23/129 17.6 1.00
No 188/671 28.0 1.79 0.02
Participate in fundraising activity
Yes 40/213 18.9 1.00
No 170/581 29.0 1.76 0.005
Participate in food housing coop
Yes 23/67 33.9 1.00
No 188/733 25.6 0.63 0.11
Participate in professional group
Yes 12/64 18.5 1.00
No 199/736 27.0 1.60 0.12
On committee/local group
Yes 21/105 20.1 1.00
No 189/695 27.3 1.50 0.15
Attended public meeting
Yes 14/75 18.9 1.00
No 196/725 27.1 1.59 0.17
Speak about disagreed issue
Yes 171/684 25.1 1.00
No 39/116 33.7 1.52 0.07
Picked up others rubbish
Yes 111/471 23.5 1.00
No 100/329 30.4 1.42 0.04
Played sport
At least a few times a month 18/153 10.3 1.00
Less than once per month 193/629 30.7 3.74 <0.001
Gone to exercise or gym
At least a few times a month 11/73 12.5 1.00
Less than once per month 199/710 28.1 2.80 0.002
Gone to café/restaurant
At least a few times a month 51/296 17.3 1.00
Less than once per month 159/504 31.6 2.21 <0.001
Gone to club, pub, bar
At least a few times a month 58/252 23.2 1.00
Less than once per month 152/548 27.2 1.28 0.20Page 8 of 11
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ogies. [44,45] The study could have also been strength-
ened by the inclusion of more than one health variable to
be used for comparison purposes although many studies
have used this general health question as their compari-
son question [46,47] and there was a very significant dif-
ference between KBA respondents and the other
comparison groups reinforcing the use of this single meas-
ure.
Notwithstanding there are many strengths to the study.
The somewhat unexpected results when measuring
aspects of social capital at community level, add consider-
ably to the endeavour to increase understanding of the
concept. Although, as yet, there is no proof that interven-
tions build social capital or reduce health inequalities the
DH is committed to this project and adding to research
that aims to demonstrate health improvements as a result
of increased social capital. The overall conclusion from
this study is that measuring social capital in population
surveys is not that simple and is more complex than envis-
aged. Studies assessing what else is happening in the com-
munity (eg crime prevention, education, poverty,
unemployment, social amenities) should be commis-
Table 6: Logistic regression analysis of the likelihood of people living in Kilburn and Blair Athol reporting their general health fair or 
poor health, with demographic and social characteristics
Self- reported general health as Fair or Poor
n % OR (95% OR) p value
DEMOGRAPHICS
Age Group
18–29 19/180 10.4 1.00
30–49 49/279 17.5 2.18 (1.91 – 3.99) 0.01
50–69 64/166 38.8 4.08 (2.22 – 7.51) <0.001
70+ 79/175 44.9 3.87 (2.11 – 7.08) <0.001
Source income
Wages 32/336 9.6 1.00
Pension/Superannuation 178/464 38.4 3.98 (2.51 – 6.35) <0.001
SOCIAL CAPITAL
Played sport
At least a few times a month 18/153 10.3 1.00
Less than once per month 193/629 30.7 2.58 (1.48 – 4.48) 0.001
Help from neighbours
At least a fair bit of the time 124/508 24.4 1.00
Sometimes/Never/none required 86/292 29.6 1.45 (101 – 2.08) 0.04
Attended public meeting
Yes 14/75 18.9 1.00
No 196/725 27.1 1.92 (1.01 – 3.66) 0.04
χ2 model = 145.94, df = 7, p < 0.001
Note: The weighting of the data can result in rounding discrepancies or totals not adding
OR = odds ratio
Gone to party or dance
At least a few times a month 16/80 19.7 1.00
Less than once per month 195/720 27.1 1.49 0.22
Help from neighbours
At least a fair bit of the time 124/508 24.4 1.00
Sometimes/never/none 86/292 29.6 1.30 0.13
OR = odds ratio
Table 5: Univariate associations between people living in Kilburn and Blair Athol who reported their general health fair or poor health, 
with variables associated with social capital (Continued)Page 9 of 11
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that the concept of social capital itself can be used to cam-
ouflage the negative impact that a lack of material
resources (social and economic) can have on a commu-
nity. KBA as described on a number of measures is a dis-
advantaged community, but when their responses were
compared with other communities they often fared as
well or better. Macro social and economic factors can have
positive and negative effects on communities and individ-
uals within those communities. Not everyone in a com-
munity will experience these factors in the same way (ie
some may benefit, whilst other will not).
A further aim of this research was to add to the under-
standing of social capital and we had the unique opportu-
nity to access a disadvantaged community on a wide range
of indictors and then to compare this community with
data from other large scale population surveys. At the uni-
variate stage the community of interest was clearly disad-
vantaged in most ways it was measured with the
perception of the neighbourhood, including levels of
safety, obviously sub-optimal. Levels of trust were clearly
very low as were most measures of civil participation
although some measures (eg church attendance and par-
ticipation in ethnic group activities or co-ops) were clearly
higher in the disadvantaged area. Again measures of social
participation at the univariate level depicted low levels of
optimal health. When these variables and measures of
socio-economic and demographic variables were
assessed, taking all variables into equal consideration, the
power and initial significant differences, were lost.
Only three of the many indicators of social capital
remained in the final multivariate model (not playing
sport, not receiving help from neighbours and not attend-
ing public meetings) as well as the two socio-demo-
graphic variables (older age and pension as main source
of income). In many ways the interesting findings from
this study are the variables not included in the final model
with none of the perception of neighbourhood and levels
of trust variables proving to be good predictors of less
than optimal health status. In addition, of the many par-
ticipation variables assessed, only one (playing sport)
remained in the final model. Again the question needs to
be asked if these are the variables that truly depict this
missing ingredient that makes a community healthy? As
argued by Muntaner "the laundry list of measurement
strategies.... merely suggests that there may be a little
something for everybody in social capital". [9]
This study has added to the debate but from an epidemi-
ological and policy point of view more work has to be
done. At this stage of development the concept of social
capital is not well suited to population surveys – not
because population surveys are incapable of undertaking
the work but because the concept is complex covering a
wide range of factors that can operate at the individual
and geographic level. The relative importance of each of
these sets of factors and their inter-relationship/depend-
ence is yet to be fully understood, making meaningful
measurement extremely difficult. In fact some authors
have argued that the concept is largely a repackaging of
old ideas such as community capacity, empowerment and
social support. The concept of social capital needs to
mature before it can be broken down into measurable bits
– or perhaps it could be suggested that the intangible bit
of what constitutes social capital is still to be determined.
If the concept of social capital is to become more tangible
then we need to respond to this challenge and answer the
emerging policy question – should we be targeting people
or place in measurement and interventions? Places make
people and people make place!
References
1. Pilkington P: Social capital and health: measuring and under-
standing social capital at a local level could help to tackle
health inequalities more effectively.  Journal of Public Health Med-
icine 2002, 24(3):156-159.
2. Baum F: Social capital: is it good for your health? Issues for a
public health agenda.  Journal of Epidemiology and Community Health
1999, 53:195-196.
3. Kawachi I, Kennedy BP, Lochner K, Prothow-Stith D: Social capital,
income inequality and mortality.  American Journal of Public Health
1997, 87(9):1491-1498.
4. Hawe P, Shiell A: Social capital and health promotion: a review.
Social Science and Medicine 2000, 51(6):871-885.
5. Macinko J, Starfeild B: The utility of social capital in research on
health determinants.  The Millbank Quarterly 2001, 79(3):387-428.
6. Portes A: Social capital: Its origins and applications in modern
sociology.  Annu Rev Sociol 1998, 24:1-24.
7. Australian Bureau of Statistics: Measuring Social Capital – cur-
rent collections and future directions.  2001.
8. Subramanian SV, Lochner KA, Kawachi I: Neighbourhood differ-
ences in social capital: a compositional artifact or a contex-
tual construct?  Health and Place 2003, 9:33-44.
9. Muntaner C, Lynch J, Smith GD: Social capital, disorganised com-
munities, and the third way: understanding the retreat from
structural inequalities in epidemiology and public health.
International Journal of Heath Services 2001, 31(2):213-237.
10. Pearce N, Smith GD: Is social capital the key to inequalities in
health?  American Journal of Public Health 2003, 93(1):122-129.
11. Lynch J, Due P, Muntaner C, Davey Smith G: Social capital – is it a
good investment strategy for public health?  Journal of Epidemi-
ology and Community Health 2000, 54:404-408.
12. Pope J: Social capital should not be incorporated into surveys
designed to monitor population health.  Australian New Zealand
Journal of Public Health 2000, 24(3):341.
13. Harpham T, Grant E, Thomas E: Measuring social capital within
health surveys: key issues.  Health Planning and Policy 2002,
17(1):106-111.
14. Baum FE, Ziersch : Social capital.  Journal of Epidemiology and Com-
munity Health 2003, 57:320-323.
15. Coleman J: Social capital in the creation of human capital.
American Journal of Sociology 1998, 94(supplement):s95-120.
16. Pope J: Social capital and social capital indicators.  In Working
Paper Series No 1 Public Health Information Development Unit; 2003. 
17. Australian Bureau of Statistics: Estimated Population by age and
sex.  In South Australia ABS Canberra; 2000.  Catalogue No 3235.4
18. Australian Bureau of Statistics: Socio-Economic Indexes for Areas, Aus-
tralia, 2001 ABS: Canberra; 2003. 
19. Wilson DH, Wakefield M, Taylor AW: The South Australian Health
Omnibus Survey Volume 2. Health Promotion Journal of Australia;
1992:47-49. Page 10 of 11
(page number not for citation purposes)
Australia and New Zealand Health Policy 2006, 3:2 http://www.anzhealthpolicy.com/content/3/1/2Publish with BioMed Central   and  every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
20. The Health Omnibus Survey (HOS) Methodology, Brief Report 2002–04
[http://www.dh.sa.gov.au/pehs/PROS/br-hos-methodology.pdf].
South Australian Department of Human Services, Adelaide
21. MacLennan AH, Taylor AW, Wilson DH: The Escalating Cost and
Prevalence of Alternative Medicine.  Preventive Medicine 2002,
35:166-173.
22. Goldney RD, Fisher LJ, Dal Grande E, Taylor AW: Subsyndromal
depression: Prevalence, use of health services and quality of
life in an Australian population.  Social Psychiatry and Psychiatric
Epidemiology 2004, 39:293-298.
23. MacLennan AH, Taylor AW, Wilson DH, Wilson D: The Preva-
lence of Pelvic Floor Disorders and their relationship to gen-
der, age, parity and mode of delivery.  British Journal of Obstetrics
and Gynaecology 2000, 107:1460-1470.
24. Wilson D, Taylor A, Roberts L: Can we target smoking groups
more effectively? A study of male and female heavy smokers.
Preventive Medicine 1995, 24:363-368.
25. The Health Monitor Survey Methodology – Brief Report 2002 – 12  [http:/
/www.dh.sa.gov.au/pehs/PROS/br-monitor-method02-12.pdf]. South
Australian Department of Human Services, Adelaide
26. Bullen P, Onyx J: Measuring Social Capital in Five Communi-
ties in NSW.   [http://www.mapl.com.au/A2.htm]. Access: March
2004
27. Baum FE, Bush RA, Modra CC, Murray CJ, Cox EM, Alexander KM,
Potter RC: Epidemiology of participation: an Australian com-
munity study.  Journal of Epidemiology and Community Health 2000,
54:414-423.
28. Health and Participation Survey, Western Suburbs of Adelaide, October
1997 South Australian Community Health Research Unit, Depart-
ment of Public Health, The Flinders University of South Australia. 
29. Ware JE, Sherbourne CD: The MOS 36-item short-form health
survey (SF-36). I. Conceptual framework and item selection.
Med Care 1992, 30(6):473-483.
30. McLaughlin ME: Controlling method effects in self-report
instruments.  Research Methods Forum 1999, 4:.
31. Haberman SJ: Analyses of qualitative data.  Volume 1. New York,
Academic Press; 1978. 
32. Hosmer DW, Lemeshow S: Applied Logistic Regression.  New
York: J Wiley & Sons; 1989. 
33. Bolin K, Lindgren B, Lindstrom M, Nystedt P: Investments in social
capital – implications of social interactionsl for the produc-
tion of health.  Social Science and Medicine 2003, 56(12):2379-2390.
34. Lochner KA, Kawachi I, Brennan RT, Buka SL: Social capital and
neighbourhood mortality rates in Chicago.  Social Science &
Medicine 2003, 56(8):1797-1805.
35. Wilkinson R: Unhealthy Societies: The Afflictions of Inequal-
ity.  London Routledge; 1996. 
36. Cooper H: The influence of support and social capital on
health: a review and analysis of British data.  London HEA;
1999. 
37. Ziersch AM, Baum FE, MacDougall C, Putland C: Neighbourhood
life and social capital: the implications foe health.  Social Sci-
ence & Medicine 2005, 60(1):71-86.
38. Ziersch AM: Health implications of access to social capital:
findings from an Australian study.  Social Science & Medicine 2005,
61(10):2119-2131.
39. Veenstra G: Social capital, SES and health: an individual-level
analysis.  Social Science and Medicine 2002, 50(5):619-629.
40. Kennelly B, O'Shea E, Garvey E: Social capital, life expectancy
and mortaility: a cross-national examination.  Social Science &
Medicine 2003, 56(12):2367-2377.
41. Whiteheadm , Diderichsen F: Social capital and health: tip-toe-
ing through the evidence.  The Lancet 2001, 358(9277):165-166.
42. Smith P, Polanyi M: Social norms, social behaviours and health:
an empirical examination of a model of social capital.  Austral-
ian New Zealand Journal of Public Health 2003, 27:456-463.
43. Forbes A, Wainwright SP: On the methodological, theoretical
and philosophical context of health inequalities research: a
critique.  Social Science & medicine 2001, 53(6):801-816.
44. Wilson DH, Starr GJ, Taylor AW, Dal Grande E: Random digit dial-
ling and Electronic White pages samples compared: demo-
graphic profiles and health estimates.  Australian and New
Zealand Journal of Public Health 1999, 23:627-633.
45. Taylor A, Wilson D, Wakefield M: Differences in health esti-
mates using telephone and door-to-door survey methods – a
hypothetical exercise.  Australian and New Zealand Journal of Public
Health 1998, 22:223-226.
46. Jenkinson C, Peto V, Coulter A: Measuring change over time: a
comparison of results from a global single item of health sta-
tus and the multi-dimensional SF-36 health status survey
questionnaire in patients presenting with menorrhagia.  Qual-
ity of Life Research 1994, 3:317-321.
47. McCallum J, Shasbolt B, Wang D: Self-rated health and survival:
a 7-year follow-up study of Australian elderly.  American Journal
of Public Health 1994, 84:1100-1105.Page 11 of 11
(page number not for citation purposes)
